was applied to the face under CHCl3. The head was easily brought ,down to the outlet, the chin rotated forwards, but the utmost difficulty was experienced in bringing the head over the perineum, and it was not until one blade of the forceps was used as a vectis that the head was -completely delivered. The cause of the difficulty was now evident, as the shoulders of the child were detained above a thick ring which encircled the lower part of the neck. The child was dead and its skin stained by meconium.
To have performed an embryotomy would have been extremely -difficult, and the results of this operation in previous cases had seemed to me to be unsatisfactory, so that I determined to try the effect of continuous weight traction before interfering further. To this end the head was perforated, a cranioclast screwed firmly home, and attached to its handle by a towel was a weight of approximately 8 lb. which hung over the foot-rail of the bed. (Estimated under as nearly as possible similar conditions the total pull on a spring balance was 61 lb.).
A hypodermic injection of morphia 2 gr. was given partly in the hope that it imight aid in the relaxation of the spasm, but chiefly to keep the patient quiet. For three hours the patient slept and during this time there was a complete absence of uterine contractions. She then awoke, and a few slight pains rapidly delivered the child, which weighed 6 lb. 14 oz. minus the brain. The remaining liquor amnii escaped; it was stained with meconium and offensive. The placenta was born naturally twenty minutes later. A hot intra-uterine douche was given and it was then noticed that the obstructing ring had disappeared.
The patient, except for a mild attack of sapraemia, did well and left hospital on the fourteenth day. She could give no information as to how long the child had been dead, in fact she was under the erroneous impression that it was alive when she entered the hospital. I recognize that this was an ideal case in which to try the effect of continuous weight traction, since the child being dead and the mother's condition not really urgent, there was no necessity for rapid 'delivery. In addition, the longitudinal lie of the child and the fact that the uterine spasm was localized were both very favourable factors.
The rarity of dystocia due to a contraction ring and the difficulty of its treatment has led me to bring this case before the notice of the Section. CASE II (DR. WILLIAMSON).
C. W., AGED 40, had six previous labours and on two occasions tad borne twins. Her seventh pregnancy ran a normal course and labour commenced at 10 p.m. on January 15, 1912. The diagnosis of twin pregnancy was made; both children presented by the vertex and the first child was delivered spontaneously at 4 a.m. on January 16. During delivery the umbilical cord ruptured at a point 4 in. from the placenta; the maternal end was not tied but no heeinorrhage ensued. The membranes of the second sac ruptured spontaneously at 1 p.m., and as the head of the second child did not descend into the pelvis the extern midwifery assistant was summoned. On examination he found the head, both feet and the cord presenting. Pulsation was felt in the cord. The patient was anesthetized and the whole hand introduced. into the vagina. The head lay at the pelvic brim in the fourth position of the vertex and was badly flexed; on either side of it was felt a foot, and in front of it a loop of the umbilical cord. Attempts were made first to replace the legs; secondly, to push up the loop of cord; thirdly, to apply forceps. None of these succeeded, for the head and legs werefirmly fixed. The patient was then brought into the lying-in ward of St. Bartholomew's Hospital. I saw her at 4.15 p.m. and dictated the following note: "The patient does not appear anxious or distressed,. the tongue is furred but moist, the pulse 110, and the temperature 98,4' F. The uterus rises to within 2 in. of the costal margin;a ring of contraction can be seen and felt running almost transversely across. it midway between the pubes and umbilicus. The portion of the uterus above the ring contracts with the pains and relaxes in the intervals; the ring remains in a state of tonic contraction and cannot be felt to relax at all; the portion of the uterus below the ring remains.
flaccid, but hardens a little with the contraction. The head is below the ring, the shoulders are above it. Per vaginam : There is marked cedema of the vulva, vaginal walls and portion of the uterus below the contraction ring. The head lies in the third position of the vertex with the occiput opposite the right sacro-iliac synchondrosis and is imperfectly flexed. A foot is felt on either side of the head and a loop. of the umbilical cord lies between the forehead and the symphysis pubis. The contraction ring feels like a tight muscular band round the child's neck, it extends round the whole circumference of theuterus, the head and both feet are below it, the shoulders and trunkL above."
The patient was deeply anaesthetized, the bladder emptied, and a hot vaginal douche given. With considerable difficulty I succeeded in pushing up the loop of the cord (which was still freely pulsating) and both feet above the ring, but attempts to dilate the ring with the -fingers failed. It was clear that efforts to perform internal version would result in rupture of the uterus, but I thought that the spasm might be overcome by steady traction. I therefore applied forceps to -the head and kept up-gentle traction on the handles, taking care to use very little force. In about fifteen minutes the ring appeared to yield, the head descended with the face anterior, and the child was easily delivered.
The birth of the child was followed by some bleeding; the loss was not rapid, but as it persisted the placenta was expressed; the uterus then contracted well but the bleeding continued. I therefore passed my hand into the vagina and discovered a tear involving the vaginal -vault, the cervix and the lower uterine segment on the right side; the hand could be passed between the two layers of the broad liganment but not into the peritoneal cavity. There was, therefore, an incomplete rupture of the uterus. I pressed the two edges of the tear firmly together and kept them approximated by means of a volsellum forceps. This completely arrested the habmorrhage. By drawing the forceps -over strongly to the opposite side I was able to bring the wound into view sufficiently to sew up the rent in the uterine wall with catgut sutures. I next gave an intra-uterine douche, and then passing the nozzle up into the broad ligament through the opening in the vaginal vault, irrigated the cavity between the two layers and passed in a gauze .drain, leaving the end in the vagina. The plugging in the broad ligament was removed in twenty-four hours.
On the day following the operation the patient's temperature reached 1030 F., but in the course of a few days it fell to normal and she made a good recovery, leaving the hospital a fortnight after delivery. 'The child was born in a condition of white asphyxia and we were not able to resuscitate it. This case is an instance of what has been aptly described by Dr. Eardley Holland as " active retention of the foetus by the uterus."' A ring of muscular contraction situated at the junction of the upper and lower uterine segments gripped the foetus so firmly as to prevent delivery. A contraction ring of this kind must not be confounded with ' Journ. Obstet. and Gyn. Brit. Emp., 1911, xix, p. 528. the condition described by Bandl in which, as the result of some abnormality of the pelvis, or child, or some error of position of the foetus, the uterus passes into a condition of tonic contraction with retraction of the whole upper segment. Here there was neither tonic contraction nor marked retraction of the upper segment, but a spasm confined to a narrow zone of the uterine musculature and strictly -analogous to the zone of spasm found in the condition of hour-glass contraction occasionally seen in the third stage of labour.
Two questions require consideration: (1) How is the spasm caused ? (2) How may it be overcome ? I believe that in the majority of cases it arises in response to some mechanical irritation of the uterine wall. Such antecedents have been present in most of the recorded cases and was undoubtedly present in the case I have just described. With regard to the second question, it is clear that neither chloroform nor morphia, nor even a combination of the two, can be relied upon to relax the spasm. Atropine might be of value, but as far as I am aware it has not been tried: I intend to try it when I meet with another case. Caesarean section does not always offer a satisfactory solution, for in two cases of Dr. John Phillips's recorded by Dr. Holland, great difficulty was experienced in extracting the child after the uterus had been opened. Division of the contraction ring and extraction of the child per vaginam would, as pointed out by Jardine, almost inevitably lead to rupture of the uterus. Finally, as my own case shows, the method of steady traction is not devoid of risk, though possibly had I employed the method practised by Dr. Willett, rupture of the uterus might have been prevented.
DISCUSSION.
Dr. EARDLEY HOLLAND said that these two cases were good examples of .a variety of uterine dystocia, the importance of which obstetricians had been slow to recognize. The obstruction to the passage of the foetus was due to the activity of the uteius and to no other cause, and therefore, in a report on somewhat similar cases which he himself had recently made, he had proposed the term " active retention of the faetus by the uterus." The first communication bearing on this variety of dystocia was, so far as he recollected, one made to this Section in 1909 by Russell Andrews and Maxwell; subsequently, two other papers, by Jardine and himself respectively, appeared in the Journal of Obstetrics and Gynaecology for 1911.1 In each of the two cases now under -discussion the obstructing ring was clearly due to a ring of local tonic I Journ. Obstet. and Gyn. Brit. Emp., 1911, xix. p. 526; xx, pp. 11-17. contraction at the region of the os internum; it was therefore a " contraction " and not a " retraction " ring. He noted that Dr. Williamson had used the correct term, but that Dr. Willett had used the term "retraction" ring, which, in Dr. Holland's opinion, was wrong. Obstruction could, of course, be caused by either variety of ring, but careful distinction should be made between them. In the series of cases reported by Jardine he had noticed that the two had been considerably confused. In the third stage of labour local contraction rings had long been recognized as causing the so-called "hour-glass contraction" of the uterus, but their occurrence in the first and second stages as a causative factor in obstructed labour had received scant attention. One had only to refer to the text-books of midwifery to satisfy oneself on this point, and in the most deservedly popular text-book of the present day the subject of partial tonic contraction--i.e., local contraction rings-was discussed as being "unimportant." That it was, on the contrary, highly important. was evident to anyone who had just listened to the account of these two cases and who had read the account of the case published by Dr. Jardine. The condition was a serious one for both mother and child; a correct diagnosis, was essential and the treatment was difficult. Dr. Holland thought that differentiation between contraction and retraction rings would usually be simple. In the case of a retraction ring the lower uterine segment would be elongated and thinned, for retraction being a purely compensatory process, could only occur at the expense of elongation of the lower segment; on abdominal palpation, the differentiation between upper and lower segments would be evident and the ring would be felt. In the case of a contraction ring, on the other hand, the lower segment would not be altered, and the ring would not easily be felt on abdominal palpation; on this latter point, however, he was not clear, and he would particularly like to know if Dr. Williamson and Dr. Willett had felt the ring on abdominal palpation in their cases. Further, the indications for treatment were different: a retraction ring was almost invariably the result of obstruction elsewhere, the uterus was in danger, the condition was urgent and demanded prompt treatment in order to save the uterus. A contraction ring, on the other hand, was the cause of the obstruction; indications for treatment were not so urgent, as the uterus was in no danger. He would like to congratulate Dr. Willett on his ingenious and successful method of treatment by continuous weight traction. He felt that.
Dr. Willett had taught him, and he believed also other members of the Section, a valuable lesson in obstetrics. In cases where the eondition of the mother and child did not call for immediate interference, Dr. Holland would give opium and chloroform a trial. If the patient could by these means be got to sleep, he believed the spasm would pass off.
Dr. H. R. ANDREWS said that he was very much interested in Dr. Willett's account of his ingenious method of effecting delivery by continuous traction. In the case described by Dr. Maxwell and Dr. Andrews some years ago, this method could not have been used, as the foetus was so much decomposed that any part of it that was pulled on became detached. The difficulty of delivery in that case was due to the presence of a retraction ring, not a contraction ring, such as those described by Dr. Williamson and Dr. Eardley Holland.
Dr. HERBERT SPENCER thought that Dr. Williamson's suggestion of local irritation might possibly also explain the rigidity of the cervix after a certain amount of dilatation in cases of placenta pravia. This rigidity, it was well known, yielded in the course of a few hours to the gentle continuous pressure of the soft cone formed by the lower limb and trunk of the child after podalic version, even without any traction. Had it occurred to Dr. Willett to remove the projection of the shoulders and so convert the trunk from the neck upward into a soft cone by cutting through. the clavicles, a method recommended by the speaker seventeen years ago for the delivery of cases of impacted trunk ? Had this been done it was probable that the delivery by Dr. Willett's ingenious method of continuous traction would have been facilitated.
Mr. TARGETT agreed with the author's explanation that the contraction ring was probably due to external and local irritation of the muscular wall. He referred to a case of uterine inertia with a very stout and flabby abdomen where a contraction ring seemed to have been set up by injudicious application of pressure upon the abdomen either by the hand or by a tight binder. In that instance it was possible to dilate the contraction ring with the hand introduced into the uterus under deep anesthesia after the manner in which an "hour-glass contraction" of the uterus was treated in the third stage of labour. He thought there was no difficulty in distinguishing this form of local contraction from the much more serious retraction ring of Bandl.
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